
MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
COMMUNITY FOOD AND NUTRITION ASSISTANCE
CHILD AND ADULT CARE FOOD PROGRAM
INCOME ELIGIBILITY FORM FOR ADULT CARE CENTERS

To apply for free and reduced price meals in an adult care center, complete this form.

PART 1  ENROLLEE INFORMATION

Complete information below for the enrollee at the adult care center.  If the participant is a Medicaid, Supplemental Security Income (SSI), or Food
Stamp participant, complete Parts 1, 3, and 4 only.  Complete Parts 1, 2, 3, and 4 if you did not provide a Medicaid, SSI, or Food Stamp case number.

ENROLLEE’S NAME

Check all that apply and provide the appropriate case number.

  MEDICAID _______________            SSI _______________           FOOD STAMPS _______________

PART 2  HOUSEHOLD AND INCOME INFORMATION

Complete information below for all household members.  A household member is defined as the adult participant, and if residing with the adult
participant, the spouse and dependents of the adult participant.  Functionally impaired adults living with their parents are considered a “family”
separate from their parents.  For each household member, indicate income by source and amount of current monthly gross income for all members
of the household before deductions, such as taxes and social security.

GROSS WAGES WELFARE, CHILD
SUPPORT, ALIMONY

PENSIONS, RETIREMENT,
SOCIAL SECURITY

OTHER

HOUSEHOLD MEMBERS
MONTHLY MONTHLY MONTHLY MONTHLY

PART 3  RACIAL ETHNIC INFORMATION

Please check the race or ethnic identity of the participant.  You are not required to answer this question.

 American Indian or Alaska Native
    Native Hawaiian or Other Pacific Islander

 Asian
 White

 Black or African American Hispanic or Latino
 YES  NO

PART 4  SIGNATURE

I hereby certify that all information provided is correct.  I understand that this information is being given in connection with the receipt of federal funds,
that institution officials may verify information, and that deliberate misrepresentation may subject me to prosecution under applicable state and federal
laws.

SIGNATURE OF ADULT SOCIAL SECURITY NUMBER DATE SIGNED

(IF NOT ENROLLEE SIGNATURE, RELATIONSHIP OF ADULT TO THE ENROLLEE)

PRINTED NAME OF ADULT

ADDRESS HOME PHONE NUMBER WORK PHONE NUMBER

Section 9 of the National School Lunch Act requires that, unless your Food
Stamp, Medicaid, or SSI case number is provided, you must include a
social security number of the adult household member signing the
application or indicate that the household member signing the application
does not possess a social security number.  Provision of a social security
number is not mandatory, but if a social security number is not provided
or an indication is not made that the signer has none, the application
cannot be approved.  The social security number may be used to identify
the household member in carr ying out effor ts  to ver ify the accur acy
of i nfor mati on s tated

on the application.  These verification efforts may be carried out through
program reviews and investigations, and may include contacting
employers to determine income, contacting a food stamp or welfare
office to determine current certification for receipt of food stamps,
Medicaid, or SSI benefits, contacting the State employment security
office to determine the amount of benefits received and checking the
documentation produced by the household member to provide the
amount of income received.  These efforts may result in a loss or
reduction of benefits, adminis-trative claims, or legal actions if incorrect
information is reported.

FOR CENTER USE ONLY   –   DO NOT WRITE BELOW THIS LINE

Monthly Income Conversion    Weekly x 4.33     Every 2 Weeks x 2.15    Twice a Month x 2
TOTAL HOUSEHOLD SIZE: MONTHLY INCOME: FOOD STAMP: SSI: MEDICAID:

Eligibility Determination:       Free       Reduced       Paid

SIGNATURE OF CENTER REPRESENTATIVE DATE

MO 580-1313  (6-04) CACFP-501


